A total of 2241 patients who had an operation for duodenal ulcer between 1947 and 1968 were followed up to determine the cause of death and to compare the observed number ofdeaths with the expected. Death certificates were traced for 1251 of 1387 known to have died. Observed deaths from all causes were significantly greater than expected (O/E 1.13) (95% CI 1-08 to 1.20 Increases in comparative risk for carcinoma of the bronchus,5 17 bladder,'8"9 pancreas,5 and colon5 have been reported. Caygill'9 also reported increases in the comparative risk of death from cancer of colon and rectum, biliary tract, female breast, and oesophagus, yet none of these were confirmed by Moller. '8 Conflicting results may have arisen because of small numbers studied, excess loss to follow up, inadequate length of follow up or failure to stratify by time. In this study we examined death in a large cohort of patients followed up for 20 to 40 years postoperatively, stratified by time, and with low loss to follow up. 
An increase in malignant disease on longterm follow up has been reported after peptic ulcer surgery, but several studies have not supported this conclusion. The first two cohort studies by Helsingen' and Krause2 both reported an increased risk of death from gastric cancer after surgery for peptic ulcer yet eight subsequent studies failed to confirm this."'I Six more recent studies have suggested an increased risk of death." 16 Increases in comparative risk for carcinoma of the bronchus,5 17 bladder,'8"9 pancreas, 5 and colon5 have been reported. Caygill'9 also reported increases in the comparative risk of death from cancer of colon and rectum, biliary tract, female breast, and oesophagus, yet none of these were confirmed by Moller. '8 Conflicting results may have arisen because of small numbers studied, excess loss to follow up, inadequate length of follow up or failure to stratify by time. In this study we examined death in a large cohort of patients followed up for 20 to 40 years postoperatively, stratified by time, and with low loss to follow up. (Table III) . These deaths were concentrated in the first postoperative month, particularly in the early part of the study, before 1960 (Table IV) . No (Table III) . The excess deaths from circulatory disease, respiratory disease, and digestive disease are all significantly higher. Analysis of deaths within the first year of operation (Table IV) show that the excess of first year deaths is explained by deaths in the first month. The proportion of these postoperative deaths is less in the later period of the study as would be expected because of improvements in operative and postoperative management.
Methods
The increase in deaths in the first year from digestive diseases is presumably the result of misdiagnosis, a diagnosis of peptic ulcer disease having been made in patients suffering from other digestive diseases in the era before fibreoptic endoscopy was generally available. We conclude that there is no evidence to support the theory that operations for duodenal ulcer produce a circulating carcinogen acting at distant sites and reaffirm the view that the endoscopic screening ofpatients after surgery for duodenal ulcer is not justified. The greatest risks to this cohort of patients were those of the operation itself and the effects of cigarette smoking. 
